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 Y 000 Initial Comments  Y 000

This Statement of Deficiencies was generated as 

a result of an annual State Licensure survey 

conducted in your facility on 9/30/08.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.

The facility is licensed for 10 Residential Facility 

for Group beds for elderly and disabled persons, 

Category I residents. The census at the time of 

the survey was 10.  Ten resident files were 

reviewed and seven employee files were 

reviewed.  One discharged resident file was 

reviewed. 

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

 YA101

SS=E
449.200(1)(a-f)Personnel Files

NAC 449.200

1. Except as otherwise provided in subsection 2, 

a separate personnel file must be kept for each 

member of the staff of a facility and must include:

(a) The name, address, telephone number and 

social security number of the employee;

(b) The date on which the employee began his 

employment at the residential facility;

(c) Records relating to the training received by 

the employee;

(d) The health certificates required pursuant to 

chapter 441 of NAC for the employee;

(e) Evidence that the references supplied by the 

employee were checked by the residential facility; 

and
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 YA101Continued From page 1 YA101

(f) Evidence of compliance with NRS 449.176 to 

449.185, inclusive.

This Regulation  is not met as evidenced by:

Based on record review on 9/30/08, the facility 

failed to ensure 2 of 7 employees met the 

requirements for physician physicals and criminal 

background checks.

Findings include:

Employee #4:  The employee was originally hired 

on 6/1/01, quit in November 2006 and was 

rehired on 9/12/07. There was a 10-month period 

of time that the employee did not work at the 

facility.  The employee's file contained a 

physician's physical from 2001, but not one in 

2007 prior to being rehired.  The employee's 

fingerprints and background check were 

completed in 2006.  New fingerprints and a 

background check were not completed when the 

employee was rehired by the facility.

Employee #5:  The employee was originally hired 

on 12/7/04, quit on 7/15/06 and was rehired on 

6/26/08.  There was a 11-month period of time 

that the employee did not work at the facility.  The 

employee's file contained a physician's physical 

from 2004, but not one in 2008 prior to being 

rehired.  The employee's fingerprints and 

background check were completed in 2004.  New 

fingerprints and a background check were not 

completed when the employee was rehired by the 

facility.

This is a repeat deficiency from the 9/24/07 
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annual State Licensure survey.

Severity: 2  Scope: 2
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